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SurgeryObstetric ﬁstulas continue to be a problem in low- and middle-income nations, affecting women of childbearing
age during pregnancy and labor and resulting in debilitating urinary and/or fecal incontinence. Historically, this
predicament also affected women in high-income nations until the middle of the last century. This is not a
“new world” crisis therefore, but simply one of economic and health development. In the last two decades,
new global initiatives have been instituted to improve training and education in preventative and curative ﬁstula
treatment by developing a uniﬁed and competency-based learning tool by surgeons in the ﬁeld in partnership
with FIGO and its global partners. This modern approach to the management of a devastating condition can
only serve to achieve the WHO objective of health security for women throughout their life span.
© 2015 Published by Elsevier Ireland Ltd. on behalf of International Federation of Gynecology andObstetrics. This
is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).1. Introduction
Obstetric ﬁstulas remain a major health problem in Africa and Asia
[1,2]. Access to effective and safe obstetric care, including cesarean
delivery, is often limited in these countries [3]. Furthermore, long
distances combined with the high cost of care and poor nutrition
make women more vulnerable to obstetric ﬁstulas, particularly in
Africa [4] and the Indian subcontinent [5–7]. The tremendous disparity
between risks associated with pregnancy and labor faced by women in
low- and middle-income countries compared with women from
wealthier nations has not changed in decades.
The global effort to eradicate obstetric ﬁstula has moved in leaps and
bounds in the last decade. Clinical efforts have becomemore coordinated
to prevent duplication of care, as the charity sector is working hand-in-
hand with indigenous ﬁstula surgeons, who are also often qualiﬁed
obstetrician/gynecologists or urologists working within dedicated gov-
ernment or university hospitals. Communication channels were opened
to enable better coordination of efforts to ensure well-managed and
targeted service provision [8]. Primarily, this came about with the input
of ﬁstula surgeons through the auspices of the International Society of
Obstetric Fistula Surgeons (ISOFS), formed in 2008, funding bodies
such as the Fistula Foundation and Engender Health, and professional
bodies like the International Federation of Gynecology and Obstetrics
(FIGO). The second approach was to look at the classiﬁcation of ﬁstula.
Although there have many attempts to formulate a universally accepted
ﬁstula classiﬁcation to enable accurate communication between differ-
ent units and surgeons, the consensus seemed to be “to agree not toNeurology and Neurosurgery,
8713; fax: +44 203 4484748.
behalf of International Federation ofdisagree.” Several systems remain in use in the published literature,
but only two appear to have been validated [9,10]. Unanimous agree-
ment on a classiﬁcation systemwould be helpful, so the consortiumorig-
inally established by WHO, UNFPA, FIGO, and several nongovernmental
organizations and professional bodies, along with ISOFS will continue
to try and reach an agreement [11–14]. It is an extremely difﬁcult area
to reach consensus because it raises the hackles in many a surgeon
[15]. Nonetheless, most surgeons use one of the validated classiﬁcation
systems and this has helped diffuse the situation to some degree. Per-
haps the most signiﬁcant change in the last few years has been the im-
plementation of the FIGO and partners training program in ﬁstula
surgery, which has strengthened and supported surgical services.
In the last six years, thework of FIGO and its partners—ISOFS, UNFPA,
Engender Health, PanAfricanUrological SurgeonsAssociation, the Royal
College of Obstetricians and Gynaecologists (RCOG), and the Fistula
Foundation—has helped implement a competency-based trainingman-
ual within a training program [16]. The aim remains the provision of
standardized training using a modular competency-based approach.
Eachmodule has speciﬁc objectives and can be achieved within a stipu-
lated period of time, as determined by the trainer and the trainee. This
initiative has been the ﬁrst of its kind developed for a speciﬁc interna-
tionally recognized health condition.
2. Implementation of the training manual and developing
the program
Since the training manual was published in June 2011, there has
been signiﬁcant uptake by many trainers in the ﬁeld. All trainers
underwent training courses run by the FIGO team and local faculty
members. The ﬁrst “training the trainers” course took place in Dar es
Salaam, Tanzania, in August 2011. This was to introduce the manualGynecology and Obstetrics. This is an open access article under the CC BY-NC-ND license
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to use the manual. The training took place over two days and discus-
sions were held on how to implement the competency-based training
system within different teaching environments, how to appraise and
achieve accreditation in ﬁstula surgery, and how tomanage the difﬁcult
trainee. All participants, being well-established ﬁstula surgeons within
their own right, found the training sessions helpful in their understand-
ing of how the manual should be used. Competency-based learning in
Africa and Asia is a new concept in medical education and is only now
starting to take off in mainstream postgraduate medical training.
Since then, training courses have been run in Dakar, Senegal
(July 2012); in Nairobi, Kenya (April 2013); Addis Ababa, Ethiopia
(August 2013); Lagos, Nigeria (December 2013); and Dar es Salaam,
Tanzania (June 2014). Over ﬁfty trainers have been trained so far.
Following the publication of the manual, several challenging issues
have arisen regarding the implementation of the training program,
including how the trainees were selected, how long it would take to
train each trainee, ﬁnancial support for the trainee and the training
facility, and who would provide accreditation.
2.1. Selecting the trainees
Originally the guidelines for the selection of trainees for the ﬁstula
training program were determined by members of the FIGO and
Partners committee. They believed that all applicants should have com-
pleted at least three years of surgical or obstetrics and gynecology train-
ing following graduation from medical school. One of the major
problems, in the past, has been that many trained ﬁstula surgeons
often did not stay in their homeland but left to pursue careers else-
where. This presented a form of “brain drain” of ﬁstula surgeons
throughout low-resource nations. The committee felt that all prospec-
tive trainees should be encouraged to offer a minimum term of service
determined by their country in providing a ﬁstula surgery service, be
it within a dedicated ﬁstula hospital or a general hospital setting. This
was felt to be crucial, so that each country’s ministry of health could
maintain autonomy of its own workforce development strategy.
As the program has become implemented within each country, in
the last two years trainees have been selected increasingly by their na-
tional professional urology or obstetrics and gynecology organizations
or by their ministry of health to undertake the program.
2.2. The training period and training facility
All trainees need to be accepted by a trainer who must ensure that
the appropriate facilities for training are available, such as adequate pa-
tient numbers [17], good surgical facilities/equipment, computer access,
and accommodation. Feedback and evaluation are critical to ensure that
the program is ﬁt for purpose.
The training period is individually tailored following a discussion
between the trainee and trainer. The trainee’s ability and original
competence helps determinehowsoon a trainee can be signedoff at stan-
dard, advanced, or expert level of competency. Different trainees com-
plete each phase of training at differing times, as the focus remains on
competency rather than on a deﬁned period of training time. It is
anticipated that most trainees will need at least 6–8 weeks of training in
an accredited center to achieve a standard level of competency. Achieve-
ment of a higher level of competency is determinedon an individual basis.
As of May 2014, eight ﬁstula surgeons have been accredited
with standard or advanced competency in ﬁstula surgery using the
“grandfather clause,” whereby well-established ﬁstula surgeons were
accredited as trainers without needing to do the actual training pro-
gram. A further 16 new ﬁstula surgeons have achieved standard level
of competency in ﬁstula surgery using the trainingmanual. The trainees
came from different countries including Togo, Niger, Uganda, Kenya,
Senegal, Nigeria, Madagascar, and Nepal. A new call for applicants was
launched in September 2014 by FIGO.2.3. Mentoring of the trainee
The FIGO and partners program has been the start of increasing
capacity in ﬁstula surgery in under-resourced settings. Together with
their partners, FIGO has understood that increased capacity also
means increased need for the trainees to improve their local surgical
facilities to accommodate their newly acquired skills. In addition,
mentoring of the trainees at their local site is also important to ensure
they maintain and develop their skills, and thus FIGO and partners
have undertaken a mentoring and evaluation program to run concur-
rently with the FIGO training program. Data on the number of patients
looked after by the newly trained surgeons are being collected on a
quarterly basis, and visits to the training centers have been conducted
by the FIGO andpartners team to ensure that governance and standards,
according to the principles of the program, aremaintained. At the recent
FIGO and partners meeting in Dar es Salaam in June 2014, the trainers
heard from a young female trainee who had completed her standard
level of competency training in Northern Nigeria in 2013, using the
FIGO and partners training manual. At the time of the meeting she
had already operated on over 80 patients on her own over a nine-
month period, with a 91% success rate of ﬁstula closure. It is this type
of capacity building that we need in ﬁstula surgery provision.
2.4. Accreditation and certiﬁcation
The accreditation and certiﬁcation process for completion of each
level of competency is shared between FIGO and the professional
societies and/or trainer. FIGO is working in tandem with the national
professional societies, or universities, to accredit centers and trainers.
The accreditation and certiﬁcation of the trainees is currently in the
hands of FIGO. As the numbers of trainees increase, it is planned that
each country’s designated professional body alongwith its academic in-
stitutions will provide the competency-based ﬁstula surgery training
program as a specialized form of postgraduate education.
2.5. Funding the training program
The funding of trainees accepted to the FIGO and partners training
program, which covers travel expenses and accommodation, has been
providedby amixture of donor agenciesworking closelywith and guided
by FIGO. This includes the Fistula Foundation, WAHA International,
Engender Health, UNFPA, Johnson and Johnson, and several others.
In the future, it is anticipated that governments and institutions will
take over funding of the training program, when they become part of
the established postgraduate education system.
3. Monitoring and evaluation of the training program
Data on the number of patients seen and operated on are very help-
ful to establish whether the global efforts are helping eradicate ﬁstula
globally. Certainly the help provided by donor agencies, professional
bodies, and the surgeons themselves in evaluating hospital units and
ensuring that they are ready to be training facilities, and provide ade-
quate support for trainees trained in their home base hospitals, has
been critical to the success of the program.
In the last year, corporations such as the pharmaceutical giant
Astellas Pharma have become involved in provision of funding in asso-
ciationwith ﬁstula organizations, such as the Fistula Foundation, to pro-
vide training and capacity building. Their in-house monitoring and
evaluation of the project, based in Kenya, has been very helpful for the
rest of the ﬁstula community to learn from as it not only focuses on
the number of surgeries performed but also on the outcomes, cost-
effectiveness, and the long-term rehabilitation overheads required to
ensure a holistic care package for every woman treated.
The cost of monitoring and evaluation is high and the pooling of
efforts—such as that seen between FIGO, Fistula Foundation, and
S66 S. Elneil / International Journal of Gynecology and Obstetrics 131 (2015) S64–S66Engender Health—and formation of teams to do the workmeanswe are
likely to getmore robust and useful data in the future that can beused to
improve long-term national planning of ﬁstula services.
4. Conclusion
Over the last four years more units have become better equipped to
provide training to a much improved level, and the numbers of such
units continue to grow. They have experienced trainers, adequate num-
ber of cases and satisfactory training facilities. They are already equip-
ping young surgeons with the necessary skills to return to the ﬁeld to
further extend this work. The independent bodies who in the past
have taken on the task of producing their own “training manual” in an
attempt to formalize the training process and to be “involved” in the ﬁs-
tulaworld, areworkingmore closelywith the surgeons, donor agencies,
and governments to ensure training and education is standardized,
rather than disparate and imprecise, as it had been in the past [9].
Thus, the only manual used in training now is the FIGO and Partners
manual. Clearly many needs have been met, but there are still many
that have not, such as the availability and training of specialist nurses,
physiotherapists, counsellors, social workers, occupational therapists,
and rehabilitation specialists.
The many positive changes that have taken place in the last decades
in helping women with ﬁstula to access care cannot be underestimated.
Raising awareness of obstetric ﬁstulas was the starting point in helping
deliver this care. As a community we have ﬁnally been able to move for-
ward. The tremendous efforts of the surgeons in the past have brought
obstetric ﬁstulas to the forefront of the world’s medical media. This ex-
acting work has meant that more women are being treated, more spe-
cialized units are being developed, more doctors are being trained, and
most importantly, more lives are being rebuilt. Without the dedicated
teams of doctors, nurses, physiotherapists, occupational health thera-
pists, social workers, cured and non-cured patients working as health
auxiliaries, nongovernment organizations, and philanthropists, none of
this would have been fully realized. But it must not be forgotten that
this condition is completely preventable. Therefore, the issues that are
the basis for it—social and economic development of “at risk” girls and
women—must be on the agenda for them to be tackled. Furthermore, it
should be on the human rights agenda for women and girls.
Until there is universal access to emergency obstetric services, pre-
natal healthcare services, and improved transport and socioeconomic
status, improving medical care for these women will be a challenge. A
holistic approach to medical and surgical treatment, rehabilitation,
and follow-up in the community is a step in the right direction.
Implementation of the FIGO and partners competency-based train-
ing program is helping provide a standardized approach to the medical
and surgicalmanagement ofﬁstula surgery.Weanticipate that in time it
will improve outcomes for women. However, the training program has
to be part of a wider picture, as more surgeons do not wish to simply be
ﬁstula surgeons but part of the wider specialty of urogynecology,reconstructive pelvic ﬂoor surgery, and female urology. They are in-
creasingly seeking this recognition and looking at developing national
programs where ﬁstula surgery is integrated into these subspecialties.
In addition, incorporating integrated social, economic, and cultural
development programs with the surgical/medical interface is essential.
Programs like Terrewode in Uganda have put patient advocacy at the
heart of its campaign, thus helping patients access care and in time ed-
ucate the community in preventing the problem. There is no doubt that
in the long term, socioeconomic development will be more cost-
effective and sustainable than medical treatment in the future. But
until then, we must rely on the dedication and delivery of good care
by all the professionals working in this ﬁeld. The FIGO and partners
competency-based training program has contributed to this commend-
able objective.
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